• TACTIC 3: Develop a standardized onboarding process for students and preceptors and integrate students into the work of ambulatory primary care settings in useful and authentic ways.
• TACTIC 4: Develop educational collaboratives across departments, specialties, professions, and institutions to improve administrative efficiencies for preceptors.
• TACTIC 5: Promote productivity incentive plans that include teaching and develop a culture of teaching in clinical settings. 
FAMILY MEDICINE SPECIAL ARTICLES
family medicine rotations provided high-quality educational experiences. Toward that end, STFM set a goal to increase the percentage of students completing family medicine clerkships at high-functioning sites. While "high-functioning" is based on many factors and is somewhat subjective, for measurement purposes, high-functioning sites were defined as those that didn't criticize or complain about family medicine as a specialty, offered students an opportunity to experience comprehensive, patient-centered care, and allowed students to document patient visits in electronic health records.
In order to set a baseline for the high-functioning family medicine clerkships, we gathered and analyzed data through the 2016 Council of Academic Family Medicine's (CAFM) Educational Research Alliance (CERA) survey of family medicine clerkship directors. CAFM is an initiative of four major academic family medicine organizations: STFM, the North American Primary Care Research Group, the Association of Departments of Family Medicine, and the Association of Family Medicine Residency Directors.
The CERA survey was emailed to 125 US and 16 Canadian family medicine clerkship directors on August 9, 2016. The survey closed on October 9, 2016. The American Academy of Family Physicians' Institutional Review Board approved the study. The overall response rate to the CERA survey was 86% (121/141).
The survey confirmed the shortage of family medicine training sites and provided information about the culture and scope of training opportunities at community practices that were training family medicine students ( Figure 1 , Table 1 , Figure 2 ).
Summit to Address the Shortage of Primary Care Preceptors
In August 2016, STFM hosted a 1 1 / 2 -day summit to identify the most significant reasons for the shortage of community preceptors and shape the priorities, leadership, and investments needed to ensure the ongoing education of the primary care workforce. The summit was funded by the American Board of Family Medicine (ABFM) Foundation and STFM. Based on a recommendation by the ABFM Foundation, the scope of participants and aims were expanded beyond family medicine, since the preceptor shortage permeates primary care. The 52 summit participants included health system leaders, organizational representatives, policy experts, clerkship directors, clerkship coordinators, community preceptors, physicians who do not precept, and students.
Summit participants were asked to propose solutions to achieve the following aims:
• Decrease the percentage of primary care clerkship directors who report difficulty finding clinical preceptor sites, and • Increase the percentage of students completing clerkships at high-functioning sites. How difficult is it for you to find family medicine clerkship sites for all of your students? During the 1½-day summit, participants identified key solutions that fell into five areas or tactics. The tactics are described below.
Preceptor Expansion Action Plan
The outcome of the summit was an action plan. Through a call for applications, five tactic team leaders were selected to direct the implementation of the plan. Each tactic team leader was assigned a project manager. In your estimation, how often do your students hear negative comments about family medicine at their family medicine clerkship sites? 
Tactic 1: Work With the Centers for Medicare and Medicaid Services (CMS) to Revise Student Documentation Guidelines
The rules regarding the use of student notes for billing purposes have hampered medical education and placed an unnecessary administrative burden on preceptors. [2] [3] [4] These guidelines limited the student documentation role to review of systems and/or past family and social history and prohibited preceptors from referring to a student's documentation of other parts of the history, physical exam findings, or decisionmaking. 5 This team was tasked with exploring with CMS and other federal bodies ways to revise student documentation guidelines to relieve unnecessary administrative burdens on preceptors and increase the active learning of students.
Tactic 1 addresses the project aims by increasing the percentage of students who are allowed to document patient visits in the medical record (high-functioning sites), and could potentially increase the number of clinical preceptors (decrease difficulty finding preceptor sites) through a reduction in the administrative burden of precepting.
Status: The Tactic 1 team and others invested in the clinical education of students created a concise request for change. Members of the team then met with CMS in December 2017, providing arguments in favor of a guidelines change and proposing revised transmittal language. At that meeting, CMS requested data to quantify the amount of time this change would save in a clinical visit. The tactic team created an online, anonymous survey, and a link to that survey was distributed through multiple listservs connected with STFM and other organizations and individuals connected to the Preceptor Expansion Initiative. The survey received 1,900 responses in 11 days.
Respondents reported that if CMS allowed the student note (with appropriate teaching physician involvement, supervision, and responsibility) to be used as documentation for billing purposes it would save them administrative time. The bulk (48.3%) said they would save between 31 and 60 minutes per half-day session, and an additional 30% said it would save up to 30 minutes per half-day session. The change would also enable them to spend more time teaching (97% agreed or strongly agreed); 85.3% agreed or strongly agreed they would consider precepting additional students, and 93% agreed or strongly agreed they would enjoy the practice of medicine more. The survey results were sent to CMS on January 24, 2018.
On February 2, CMS released a revised transmittal, Pub 100-04 Medicare Claims Processing Manual, that "allows the teaching physician to verify in the medical record any student documentation of components of E/M services, rather than redocumenting the work." 6 The new CMS transmittal generated compliance questions. An FAQ document, based on correspondence with CMS, is available at https:// stfm.org/preceptorexpansion. Additional work is being done by the tactic team to encourage CMS to make the guidelines more inclusive of physician assistants and nurse practitioners, and to provide clarity on documentation guidelines in instances when both residents and students are in a teaching setting.
Tactic 2: Integrate Interprofessional/ Interdisciplinary Education Into Ambulatory Primary Care Settings Through Integrated Clinical Clerkships
Clinicians are stretched between the demands of their practices and precepting responsibilities. 7 This tactic explores a means to increase the number of learners at a given site without putting more pressure on the clinician's shoulders. This means transforming education away from the 1:1 preceptor/student model. The team is approaching this by developing simple interprofessional workflow models that demonstrate how multiple learners can learn from and add value to practice and patient care processes. The workflow models will be distributed at national and regional conferences, and the dissemination plan will develop champions that can teach interprofessional education at the local level.
Tactic 2 addresses the project aims by increasing the percentage of students who are learning teambased care (high-functioning sites, as team-based care is a principle of PCMH), and could reduce the number of clinical preceptors needed (decrease difficulty finding preceptor sites) by placing multiple students in one practice.
Status:
The team has completed a draft workflow model that will be vetted with faculty and community preceptors. The next step will be to transition the model into resources and training materials.
Tactic 3: Develop a Standardized Onboarding Process for Students and Preceptors and Integrate Students Into the Work of Ambulatory Primary Care Settings in Useful and Authentic Ways
The administrative burden of practicing medicine has become immense 8 at the same time that security and legal requirements of teaching (eg, affiliation agreements, immunizations, background checks) have become more stringent and time consuming. This tactic seeks to reduce administrative inefficiencies by standardizing-across departments, specialties, and health professions-the onboarding of students and community preceptors. It also seeks to ensure that students have a consistent level of foundational training before beginning their clerkships, so preceptors know what to expect and can focus on the teaching of clinical and practice skills.
Tactic 3 addresses the project aims by potentially increasing the number of clinical preceptors (decreasing difficulty finding preceptor SPECIAL ARTICLES sites) through a reduction in the administrative burden of precepting and increasing the value of students in the practices. This tactic team will conduct three national projects to pilot, evaluate, and disseminate innovative approaches to standardize the onboarding of students and engage community preceptors. Selected family medicine departments, ideally in collaboration with other specialties and professions, will test the materials and processes being developed as part of Tactic 3, as well as recognition and incentive programs being developed as part of Tactic 5.
Status
The sites will: (a) participate in learning communities to share/ learn about intervention approaches; (b) provide status reports; (c) disseminate their findings broadly and agree to participate in a multigrantee synthesis report; and (d) conduct standardized pre/postmeasurement to include the impact of the intervention on preceptors' administrative burden, learning experience for students, and other metrics specific to the interventions.
Tactic 4 addresses the project aims by potentially increasing the number of clinical preceptors (decrease difficulty finding preceptor sites) through a reduction in the administrative burden of precepting, increasing the value of students in practices, and incentivizing teaching.
Status: A call for applications for pilot departments is being developed in concert with the onboarding materials. The Robert Graham Center has been selected to lead the evaluation of the pilot projects.
Tactic 5: Promote Productivity Incentive Plans That Include Teaching and Develop a Culture of Teaching in Clinical Settings
The unifying theme of the tactics under this umbrella is creating the incentives and culture to expand the pool of preceptors. The target for these efforts is the practices and health systems that employ community preceptors. Tactic In order to build a business case for teaching, the team is compiling information on incentives for teaching. This list will be made available to preceptors, health systems, and academic institutions. The business case is also being made through presentations, articles, essays, blog posts, and reflective papers advocating for and delineating the benefits of creating cultures and systems that encourage and reward teaching.
The team has also drafted criteria and benefits for a national recognition program for systems and practices that meet quality teaching criteria.
Funding
The Preceptor Expansion Initiative is funded by STFM, the ABFM Foundation, and PAEA. FMAHealth is supporting evaluation of the ABFM/ STFM Precepting Performance Improvement Program pilot project.
Outcomes
STFM plans to conduct a repeat CERA survey of family medicine clerkship directors to ascertain if the interventions described above have had a meaningful impact on the percentage of family medicine clerkship directors reporting difficulty finding community-based clinical training sites and the number of students completing their family medicine clerkships at high-functioning sites. Other participating organizations may choose to independently evaluate the impact of the project on their specialties and professions.
While the original plan was to measure success by 2020, several of the projects have expanded in scope and won't be complete by that date. The Oversight Committee may decide to conduct interval evaluations, in addition to the evaluations of individual projects being done within each tactic.
It will be a challenge to measure the success of this initiative. While it is feasible to do a postmeasurement of the percentage of clerkship directors who report difficulty finding clinical preceptor sites, there is no definitive answer as to what would be a successful result. The number of medical schools and medical school enrollment continues to increase, 11 as does the number of PA and nurse practitioner students.
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Limitations
The tactics within this project were born out of a summit that convened leaders representing various stakeholders. A component noticeably missing from any tactic is payment for teaching in community settings. There are medical schools that pay their preceptors to teach, but the majority of allopathic medical schools do not pay their community faculty for teaching medical students. 9 While payment for teaching was discussed as the action plan was being developed, there wasn't agreement by participants at the summit that preceptors should be paid (or how much they should be paid) or that it was feasible for all schools to pay preceptors. Even though payment was intentionally left out of the action plan, it is a topic that is frequently brought up by those who are struggling to recruit preceptors. The American Medical Association is addressing resolutions to pursue legislative and/or regulatory avenues that promote the regulation of the financial compensation which medical schools can provide for clerkship positions in order to facilitate fair competition among medical schools and prevent unnecessary increases in domestically-trained medical student debt. 10 
Advice for the Future
Continued collaboration outside of family medicine and outside of medical student education will be imperative for sustained progress. STFM's partnership with PAEA brought in leadership, perspectives, and funding for this initiative. The Oversight Committee representation from multiple organizations, specialties, and professions allows for diverse perspectives and experiences leading to meaningful change. A necessary next step will be making a case to health systems leaders-who employ an increasing percentage of family physicians-that creating cultures of teaching is both an opportunity to build and train their organizations' workforces and critical to sustaining the health care system.
Capitalizing on opportunities as they arise will be extremely important. For example, leveraging the fact that the presidential administration was in favor of decreasing administrative burden allowed this group to make headway on the CMS student documentation guidelines. 2, 14 Future endeavors can consider other seemingly insurmountable obstacles that may be primed for change.
Our work has been driven by a shared belief that the current model of medical education, where health professions are competing for 1:1 clinical training opportunities with volunteer faculty, is not sustainable. Providing high-quality ambulatory clinical experiences to an increasing number of students in a health care system that demands high-volume patient care is going to require creativity and shifts in thinking about how students are educated.
